Aspiration: 100 c.c. of cloudy fluid. Culture: sterile. The joint was put at rest on a back splint of plaster of Paris and chemotherapy commenced. Fourteen days after admission, gross oedema of the whole leg was observed, and a pulsating swelling in the popliteal fossa was noted.
Arteriogram shows very poor collateral circulation ( Fig. 1 ). Proximal ligature was performed on 10.2.50-approximately one month after injury. Artery noted to be very hard.
The patient's severe pain was promptly relieved. A gangrenous patch, the size of a fiveshilling piece, developed on the heel; the gangrene remained localized and dry.
A further arteriogram was done three months after ligation (see Fig. 2 ). The patient has now left hospital and is walking well on crutches. The heel slough is slowly separating and when this is complete I hope he will be able to bear weight on the affected leg.
The interesting points about this case are: (1) Subcutaneous rupture of the popliteal artery is rare. (2) Gangrene of the limb did not occur-despite the generally poor cardiovascular system. In most of the cases recorded the diagnosis was not made till the onset of gangrene.
(3) A pulsatile swelling and a pulsation murmur were both noted fourteen days after injury. In 34 recorded cases of false or traumatic aneurysm, or what are better described as arterial hematomata, pulsation was only twice observed and a murmur only once.
(4) The patient refused amputation. I think his limb will eventually be more useful to him than an artificial one. . At operation a large indurated mass on the posterior surface of the stomach invading the pancreas was discovered. The stomach, body and tail of the pancreas and spleen were removed, no enlarged glands or metastases were seen. The duodenum was found dilated to a transverse width of 2 inches. The stomach was divided an inch below the cesophagus and the duodenum anastomosed to the small cuff of stomach below the cesophagus (Billroth I method). Four pints of blood given after operation.
On 2.3.50 (day after operation) blood sugar was 197 mg. %. 4.3.50 ,, ,, ,, 126 15.3.50 ,, ,, ,, 85 The glucose tolerance test showed the usual rapid rise after a gastrectomy but slower fall than usual.
There was an ulcer on the posterior surface of the stomach. The diameter of the ulcer was 5 cm., there was much induration around. The floor of the ulcer was formed by the pancreas.
The appearance of the edges of the ulcer, however, did not suggest malignancy, and se:tions cut from two different places failed on microscopic examination to reveal any malignancy.
The curious features of this case were the age of the patient, the short history (six months) anorexia, loss of weight without much pain, the palpable mass with secondary anxmia, and the size of the ulcer, all in favour of a diagnosis of carcinoma. The raised acidity, though this occurs, it is said, in 20 % of cases of carcinoma, was in favour of a non-malignant ulcer, as was the absence of glandular involvement; finally, microscopic examination was against malignancy. The specimen was shown.
Follow-up note.-The patient lost weight after the operation, but she was seen 18.5.50, in the Outpatient Department, and felt very well, and had started to gain weight.
Mr. Norman C. Tanner: I would like first of all to compliment Mr. McCurrich on this patient's excellent condition and her freedom from symptoms.
Resection of the pancreas together with the stomach is particularly satisfactory in those cases of carcinoma of the stomach where the lesion is of the locally invasive type in which distant glandular or peritoneal metastases tend to appear late. While the desirability of adding pancreatectomy is obvious in cases such as this, where the pancreas itself is invaded, it has also the advantage of removing the left suprapancreatic glands, which are the next in the line of invasion, and removal of the posterior wall ofthe lesser sac takes away the peritoneum in contact with and often invaded by posterior gastric wall carcinomas.
In my experience patients remain well and are able to work and eat normally after pancreaticogastrectomy. The bowels may be a little loose at first, but after a few months they settle down to 2 to 3 slightly relaxed motions daily. I have not seen diabetes result from these partial pancreatic resections.
